bad ' anaesthetic.
The causes of increased intracranial pressure were enumerated with particular emphasis on the anaesthetic method employed, rather than the anaesthetic agent.
The intimate connection between intrathoracic and intracranial pressures was described.
An account of the anaesthetic agents and techniques employed by Dr. Granat since 1946, at the Neurosurgical Unit, Killearn Hospital, was given.
These ranged from basal narcosis, oxygen ether in a closed circuit, to intermittent pentothal, cyclopropane and oxygen and finally nitrous oxide, oxygen and pethidine with controlled hypotension using Vegolysin and Arfonad.
The dangers of any degree of anoxia or carbon dioxide retention were stressed and steps taken to prevent these.
Slides showing the various positions required for neurosurgery were demonstrated and special reference made to the prevention of any respiratory obstruction by pressure on the abdomen and lower chest wall.
A short account of controlled hypotension pointed out that this was not a routine method nor did it solve the previous problems raised. Its benefits had to be balanced against its dangers.
The paper was concluded with a brief account of anaesthesia for head injuries and warning given that even a short general anaesthetic could, in a patient with intracranial damage, aggravate the existing lesion and kill the patient. its advantages?especially in pituitary operations?and its very obvious disadvantages were discussed, and some experiences were related. Realisation of the importance of free oxygenation and complete removal of carbon dioxide came gradually, with an appreciation of the drawbacks of the closed-circuit apparatus in little children with cerebellar tumours, and an experience of extreme swelling of the cerebellum at operation was described.
The importance of these observations as a contribution towards our knowledge of intracranial physiology during general anaesthesia in all forms of surgery was stressed and the association of cerebral congestion and disagreeable after effects? headache and vomiting, e.g.?was suggested.
The problem of haemorrhage in intracranial operations was discussed and its control by various special methods of haemostasis, including diathermy, oxycel, fibrin foam, was described. The contribution made by efficient modern methods of anaesthesia was emphasized and the considerable shortening in the duration of intracranial operations was pointed out. The recent widening of the field of intracranial surgery as a result of the introduction of hypotensive drugs, particularly in cases of angioma, certain other very vascular tumours and aneurysm was then indicated, together with its potential risks, particularly where important nervous elements had an already compromised blood-supply. Finally, slides of some intracranial aneurysms were shown and the operative problems in these cases were dealt with briefly, indicating the value of hypotensive anaesthesia and the still greater value of refrigeration?if this latter method could be provided in a safe form.
